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How Does Insurance Coverage 
Improve Health Outcomes? 
by Jill Bernstein, Deborah Chollet, and Stephanie Peterson

Insurance coverage is strongly related to better 
health outcomes for both children and adults when 
it makes health care affordable and helps consumers 
use care appropriately. This brief looks at how insur-
ance improves health outcomes by helping people 
obtain preventive and screening services, prescription 
drug benefi ts, mental health and other services, and 
by improving continuity of care. Vulnerable popula-
tions are especially at risk of poor health outcomes 
when they are uninsured. Insurance coverage can 
also improve social and economic well-being, by 
averting developmental problems in children, increas-
ing workforce productivity, decreasing use of hospital 
services, and reducing costs of public programs.

Uninsured Have Worse Health Outcomes

Uninsured people generally receive much less care, 
either preventive or for acute and chronic conditions, 
than insured people. In particular, uninsured adults 
report lower levels of self-perceived wellness and 
functioning. Estimating the number of premature 
deaths attributable to lack of insurance presents meth-
odological challenges, but some research indicates 
that as many as 44,500 deaths per year in the United 
States are linked to lack of insurance.1, 2, 3, 4, 5, 6

Research on the use of preventive services, which 
has focused separately on children and adults, 
suggests that:

• Uninsured young children have lower immunization 
rates than insured children.7 

• Uninsured adults are less likely than insured adults 
to receive preventive services or screenings, such 
as mammograms, pap smears, or prostate screening. 
In turn, inadequate prevention and screening 
increase the likelihood of preventable illness, 
missed diagnoses, and delays in treatment.8, 9, 10

When uninsured people seek emergency care for 
severe illness or injury, their health outcomes gener-
ally are poorer—whether they are children or adults. 
For example:

• Uninsured children are 70 percent less likely 
than insured children to receive medical care for 
common childhood conditions, such as sore throat, 
or for emergencies, such as a ruptured appendix. 

• When hospitalized, uninsured children are at greater 
risk of dying than children with insurance.11, 12, 13

• Uninsured adults are 20 percent less likely than 
insured adults to receive care following an automo-
bile accident and are at greater risk of death.14, 15

• At-risk adults without insurance have higher rates 
of stroke and greater risk of death than at-risk 
adults with insurance.16 

• Adult stroke victims without insurance are more 
likely to have neurological impairment and longer 
hospitals stays, and are at greater risk of dying, 
than adult stroke victims with insurance.17 

People with chronic illnesses who lack insurance 
have limited access to both health care services and 
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At a broader level, health providers and investors 
may fi nd communities with a high proportion of 
uninsured residents less attractive locations than more 
affl uent and better-insured communities.29 As a result, 
even people with insurance may have diffi culty 
obtaining needed care in communities with relatively 
high rates of uninsured residents, and they may be 
less satisfi ed with the care they receive.2

Coverage Features Matter

Many Americans are insured intermittently and, 
when insured, not all have coverage that is equally 
comprehensive. The research literature has associated 
continuous and comprehensive coverage with better 
health outcomes.

Continuous coverage. Disruptions in insurance cov-
erage have been associated with less access to care, 
lower service use, and increases in unmet medical 
needs.30 Lapses and gaps in coverage also contribute 
to health disparities for people with low educational 
attainment and for the poor.27 Conversely, adults with 
continuous insurance coverage are healthier and at 
lower risk for premature death than those who are 
uninsured or whose coverage is intermittent, while 
children with continuous coverage are more likely 
to visit a doctor, receive preventive care, and have 
prescriptions fi lled.13, 31, 32

Continuous coverage also can reduce administrative 
costs. For example, guaranteed eligibility for Med-
icaid and the Children’s Health Insurance Program 
(CHIP) for 6 or 12 months can lower states’ admin-
istrative costs by reducing the frequent movement 
(called “churning”) of eligible individuals in and out of 
Medicaid and CHIP programs. Greater stability in plan 
membership also makes it easier to attract managed 
care plans to participate, which in turn can improve 
enrollees’ access to care.33

effective care management. In addition, children with 
special health care needs who do not have adequate 
insurance coverage are more likely to go without 
needed care. For example:

• Parents of uninsured children are more likely to 
report unmet need for mental health services for 
their children.18 Uninsured children are also less 
likely to receive treatment for chronic conditions 
such as diabetes and asthma.13 

• Uninsured children have less access to a usual 
source of care, community-based services, and 
services to make transitions to adulthood.19, 20

Because uninsured people are less likely to have a usual 
source of care, they generally have poorer control of 
chronic conditions, such as hypertension.21, 22 Even when 
they are aware that they have a chronic condition, unin-
sured adults are less likely than adults who are insured 
to have a usual source of care or regular checkups.23 As 
a result, they have more emergency department visits 
and report greater short-term reductions in health; if they 
return to full health, they take longer to do so.24, 25

The prognosis for uninsured cancer patients also is 
worse than that for insured patients. In general, unin-
sured cancer patients die sooner after diagnosis, largely 
because they are less likely to be diagnosed in early 
stages of the disease. However, even when diagnosed 
at similar stages, uninsured patients with certain types 
of cancer die sooner than insured patients.10, 26

Lack of Insurance Affects Everyone 

Undiagnosed and untreated illnesses and conditions 
can result in costs to both individuals and society. 
For example:

• Untreated health conditions cause uninsured chil-
dren to lose opportunities for normal development. 
Their educational achievement suffers because 
they miss more days of school.2, 20

• Workers who are uninsured throughout the 
course of a year have a greater likelihood of 
missing work.27 

• Poorer health, greater disability, and premature 
death among uninsured workers have economic 
consequences for their families, employers, and 
the overall economy. The economic cost of lost 
productivity is substantial, especially when added 
to the costs of avoidable health care.28

• Continuous coverage

• Comprehensive coverage, including cover-
age for preventive services, prescription 
drugs, and mental health

• Affordable cost sharing
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level (FPL). With few exceptions, all individuals 
will be required to have coverage that qualifi es as 
“an essential health benefi ts package.” 

The new law acknowledges that health insurance 
leads to better outcomes when it makes health care 
affordable and helps consumers use care appropri-
ately. By 2011, all health plans must cover at least the 
preventive services rated A or B by the U.S. Preven-
tive Services Task Force, as well as recommended 
immunizations; preventive care for infants, children, 
and adolescents; and additional preventive care and 
screenings for women. Plans may not impose cost 
sharing for these services. In addition, preventive and 
wellness services, chronic disease management, and 
mental health and drug benefi ts are included in the 
essential benefi t package that will constitute mini-
mum required coverage in 2014. 

In implementing the new law, federal and state policy-
makers should consider lessons learned about continu-
ous coverage and affordable care. For example, cost 
sharing, especially for mental health and drug benefi ts, 
can create fi nancial barriers that jeopardize the appro-
priate and effi cient use of care. Policymakers might 
also consider ways to make it easier for populations 
enrolled in public programs and coverage through the 
exchanges, particularly populations with serious condi-
tions or special needs, to maintain relationships with 
their primary care providers over time.

Mathematica® is a registered trademark of Mathematica Policy 
Research, Inc.

Coverage of preventive services. Ensuring access 
to the full range of appropriate and effective preven-
tive services is essential for conferring the full health 
benefi ts of insurance coverage. Coverage for preven-
tive services can reduce racial and ethnic disparities 
in health outcomes.34

Coverage of prescription drugs. Limited cover-
age and high out-of-pocket costs for medication are 
associated with a decline in older adults’ self-reported 
health status. Adults with certain chronic conditions 
who restrict their medications because of cost increase 
their risk of heart attacks and strokes.35 Low-income 
adults are especially likely to fail to comply with 
drug regimens because of cost.36 Conversely, adults 
with chronic conditions are more likely to follow 
drug regimens when they have insurance that covers 
prescription drugs.37

Coverage of mental health services. Adults with 
health insurance that covers mental health services 
are more likely to receive mental health treatment that 
is consistent with medical guidelines. In particular, 
receiving care for depression improves outcomes.38 
When uninsured, people with mental illness rely 
heavily on emergency room services, with signifi cant 
costs to the community.39, 20

Affordable cost sharing. Health insurance helps 
people establish and maintain access to appropriate 
care, which can lead to better outcomes. High cost 
sharing (including deductibles, coinsurance, and 
copayments) can create barriers to obtaining care, 
reducing necessary service use among those who 
are insured.40, 41

Considerations for Policymakers 

The Patient Protection and Affordable Care Act 
(P.L. 111-148) enacted in March 2010 seeks to 
expand coverage immediately and over the long term. 
It establishes a temporary, national high-risk pool to 
provide coverage for individuals denied insurance 
in the individual market. It creates incentives for 
the formation of non-profi t Consumer Operated and 
Oriented Plans (CO–OPs) to compete with existing 
insurers as early as 2012. By 2014, the states will 
create health insurance exchanges that guarantee 
coverage for all individuals and small businesses, and 
Medicaid eligibility will be extended to all residents 
with income below 133 percent of the federal poverty 

• Preventive Health Services: How Cost-
Effective Are They?

• Basing Health Care on Empirical Evidence

• Disease Management: Does It Work?

• Financial Incentives for Health Care Providers 
and Consumers

• Medical Homes: Will They Improve 
Primary Care?

Go to www.mathematica-mpr.com/health/series.asp 
to access briefs in this series.
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